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- AMALIA PINERES, M.D. 5 ,

I
o

b

i.
BEFORE THE ARIZONA MEDICAL BOARD

.,"

In the Matter of . j S S ' '
Lo Board Case No. MD-03-0943A

-~ FINDINGS OF FACT,

"Holder of License No. 20943 - CONCLUSIONS OF LAW
 For the Practice of Allopathic Medicine | - AND ORDER

In the State of Anzona

_,(Letter of Reprimand & Probation) )

1
|

The Anzona Medlcat Board ( ‘Board”) consrdered this matter at its publrc meetlng
on June 10, 2004 Amalra Plneres M.D., (¢ Respondent ) appeared before the Board

with. Iegal counsel Stephen Myers for a formal rntervnew pursuant to the authonty vested _

~in the Board by AR.S. § 32—1451(H) The Board voted to issue the folIowrng t"ndlngs of

l
fact, conclu3|ons of law and order after due consrderatron of the facts and law

i

appllcable to th|s matter Respondent subsequently ﬂled a Motron for Rehearmg or

Review. The State flled a response to Respondent’s motron. At is public meeting on'

4

| February 10, 2005 the Board yoted to review and 'am‘end the Order portion_of the-

Findings of Fact, Conclusions of Law and Order.

l

VRPN FINDINGS OF FACT - - . ..
v 1. The Board is the duly constltuted authority for the regulatlon and control of
the practrce of allopathic medrcme in the State of Anzona ‘ -
2. Respondent i |s the holder of License No. 20943 for the practice of allopathic
medicine in the State of Arizona - | o
| 3. The Board rmtrated case number MD-03- 0943A after recelvmg notlt" cation
of a malpractlce settlement regardlng Respondents care and treatment of a nine year-

old male patlent (“DC"). IDCs father also filed a complalnt with the Board regarding

Respondent s care of his son
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4. On July 8, 2002 DC unden/vent a tonsillectomy and adenoidectomy. " At
apprOXimater 10:00 a.m.| on July 10, 2002 Respondent saw DC in her office. DC

complained of significant Ipatn vomiting, and inability to eat.  DC’s mother inform.ed "

Respondent that preVioust prescribed Tyienol #3 with codeine was not helping DC.

Respondent noted that DC was haVing difﬂculty swallowmg, that his throat showed the

: usual post-cautery burn and exudates and that he had mild tender Iymphadenopathy )

Respondent prescribed two Duragesic 25 microgram patches (Patch”) and gave

l

‘ samples of Augmentin 600 mg .5 ml. with instructions to apply the Patch once every 72

- hours and to give Augmentin V2 teaspoon twice daily The Physician’s Desk Reference

(PDR) that was applicabie in 2002 contained a black box warning that the Patch

should not be administered to children Iess than 12 years of age

>5. At apprOXimater 5:00 a.m. on July 11, 2002 an emergency r'oom' phy’sician”
called Respondent and advised her that DC had been‘brought. to the emergency room
and pronounced dead on i!arrival The autopsy report listed fentanyl intoxication as the
cause of death and the pathological diagnOSis revealed acute fentanyl intOXication

6. After DC’s death Respondent was advised that DC had been seen in the
emergency room the night of July 8, 2002 and had been given v ﬂUIdS morphine and ,

Reglan and had been sent home with oral Tylenol #3 with codeine tablets.

i
7. At the beginning of the formal interview Respondent noted that it is

.extremely difficult and excru0iating when a child is under your care and you have to

accept that you have somehow failed that child and his family. Respondent stated that
she made a mistake and teli below the standard of care when she prescribed the Patch

for DC, that she made a Judgment cail that was wrong However, Respondent testified'

~that she did not believe that the Patch caused DC'’s death because while the autopsy

- report noted fentanyl intOXication as the cause of death the fentanyl ieveis were not’

t
.o
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toxic or fatal. Respondent also noted that the autopsy report found that DC was very
dehydrated. Respondent itestified that four months after DC’s death a new PDR was
issued and it indicates a child two years of _age or older can be gi_\/en the Patch. |

8. .Respondent testified that when DC came to her office he was in serious

pain; was not ta_chycardic;fwas not febrile; was taking oral pain medication, but was not

tolerating it well; was traumatized by the tonsillectomy and adenoidectomy; was very

upset; and Was'nearly hysterical. ‘Respondent testified that she chose not to hospitalize

DC and wanted to keep him home with his family. Respondent testified that she used'
P _ ‘

her past experience with fthe Patch to guide her judgment in this case. " Respondent

noted that there are not'many medications available for pain in pediatric patients.
r

Respondent testified that ;when she had prescrlbed the Patch in the past the biggest

’ problem she had was that it did not work; |t was not strong enough As a result

l

| Respondent had to prescnbe breakthrough paln medlcatlon or mcrease the Patch to a

50 75 or 100 m|crogram patch
9. Respondent testlfned that she had prescnbed the Patch off-label in the past

at least a few times for her patients. Respondent noted that acute pain is one of the

_contrarndlcatlons for usmg the Patch but she had seen it used off-label by many o '

s

physrmans Respondent testmed that she knew of physucrans who take care of pedlatnc

patients being forced to u:se OxyContln, which is also a drug that is not recommended

¢

for children. " . S - .

10. The Board noted that DC's toxicology report, done postmortem, had the

~fentanyl level at 16. 5 nanograms per mil and that the therapeutic range for analgesic is

1t03 nanograms per m|I Respondent was then asked whether the concentration of

fentanyl on the penpheral blood of DC was significantly greater than that requnred for

~ analgesia. Respondent noted that it was. Respondent was asked how she could

l
i
)
t

|
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’ dlspute the finding that DC dled of fentanyl intoxication when he had a penpheral blood

' Ievel five times hrgher than that requwed for analgeS|a Respondent testified that she

did not drspute that the P‘atch could have contributed to DC s death but she did not
beheve it was the main cause of h|s death. o

11. Respondent was asked what she believed was the main cause of DCs
death. Respondent testlfled that she belleved the fentanyl would not have kllled DC if

he was ‘not septtc and also dehydrated Respondent was asked how the description

given by DC’s mother of checkmg on him-during the night on several occasions and

finding him becomlng more drowsy and more sleepy and more and. more obtunded as
time went on corresponds to what she feels rs a septic death as opposed to a

respiratory death. Respondent testified that she did not know if she was qualified to

describe the dlfference between a respiratory death and a sepsis death Respondent '

~was asked what’ about thrs case suggests that it was a septic death. Respondent

testified that she reached that conclusron partly because DC had posrtlve bIood
cultures positive Iung cultures horrld breath and had ‘not been put on antrbrotlcs
Respondent noted that she drd not know if DC developed a fever after she saw hlm but

rf he d|d that mrght be an indication of sepsis. Respondent noted that a sprked fever ”

G| gh

| couId also increase the: fentanyl levels in the blood. Respondent noted that a respected

Iocal pathologlst who rewewed DC's case on her behalf oplned that the post-mortem
fentanyl levels were not toxrc and not Ilkely the cause of death.
12. Respondent was questloned regarding her decrsron to send DC home and

not admit him to the hosprtal Specifically, Respondent was asked if she had taken a

'hlstory from DC s mother that mdiCated DC had been seen in the emergency room after

the surgery Respondent testifi ed that she did not know that DC had been to the

‘emergency room subsequent to the surgery and that DC’s mother did' not tell her he

l

1
|
{
i
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had. Respondent testlfled that she asked DC’s mother what medlcatlons he was on

"and when she answered1 Tylenol #3. W|th codeine, Respondent assumed that the

surgeon gave DC the medlcatton after the surgery. Respondent also noted that DC
|

. was drlnklng, but not well. | .

13. Respondent wias asked if the approximately two and one-half inch note in

| the record that was dictatéd on July 10, 2002 was the extent of her examination of DC.

Respondent testlﬁed that it was and that it was her progress note for that day.
Respondent testlfled that‘ she usually dictates her progress notes |mmed|ately after
seeing the patlent, within gtwo or three patlents. Respondent noted that in DC's case
the progress note was didtated several hours later because she was called to surgery
to assist another physician. 'Respondelnt testified that she believed she looked at DC’s
throat and touched his neck, however DC was afraid of her‘ and was very reluctant to
have her examine him. | | |
14. Respondent v;vas asked about her past practice‘of giving the Patch and

whether she had given,it t{o a child DC’s age or to patients of DC’gkapproximate weight. :

Respdndent'stated that s‘he had not. Respondent was asked if she agreed that the

normal maX|mum dosage of fentanyl in an average welght adult (approxrmately 70

5 Y

krlos) assumlng 25 mics: rper hour in a 70 k|Io patlent would be about 0.35 mics per

 kilo, per hour and that Dp essentially got double_that dose. Respondent sald that in

retrospect she sees it that way.

15. The standard of care reqwred Respondent to not prescnbe a Duragesm
patch a specrt" cally contramdrcated opiod medication, to a nine year-old child.

14. Respondent feII below the standard of care because she prescrlbed a
Duragesic patch, a speqlt" cally contramdlcated OpIOd medlcatlon, to a nine year-old

child. -

i
1
i
|
|
|
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15. DC died as re’sult of resplratory depressmn caused by oplate lntOXIcation

from the Duragesrc patch. :
!

CONCLUSIONS OF LAW

t

1. The Arlzona Medrcai Board possesses Jurlsdiction over the subject matter

-

- hereof and over Respondent

2. The Board has received SUbstantial evidence supporting the Findings of
Fact described aboi/e and said findings constitute unprofessional conduct or other
grounds for the Board to take disciplinary action.
3. The conduct ahd circumstances descnbed above constltutes unprofessional
conduct pursuant to A.R. S § 32 -1401(26)(q) (“[a]ny conduct or practlce that is or might
be harmful or dangerous to the patient or the public;”) and 32- 1401(26)(II) (“[clonduct -

that the board determines is gross negligence, repeated negllgence or: negligence

' resultlng in harm to or the death of a patient.”)

IR ORDER
Based upon the forfégoing Findings of Fact and Conclusions of Law,
IT IS HEREBY ORDERED that: -
1. Respondent IS issued a Letter of Reprimand for negligently_" .pr‘esc‘.ribing a
fentanyl transdermal pat_ch to a nine year-old child resulting in the child’s death. |
| 2. Respondent IS placed on probation for one year with the following terms
and conditions: - . |

'
J

a. Respondent shal! wnthm 12 months of the effective date of this Order obtain

10 hours of Board Staff pre-approved Category | Contlnumg Medical Educatlon ("CME")| .

in pediatric pharmacoiogy and/or pediatric paln management Respondent shall prowde
Board Staff with satisfactcl)ry proof of attendance The CME hours shall be in addition to

the hours required for biennial renewal of medical license. Respondents probatlon W|II
P
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end when she sdpplies'satlisfactory proof to Board Staff of her completion df thé required

CME. S

b. Rés‘pondent spall obey all federal, state and local laws, all rules,gove‘rning

_ the practicé of medicine ianrizona. ,

c. Inthe event Rfespondent shlou_ld leave 'Arizon_a. or reside or practice outside|
the State or for vahy réasfon should Respohdent stop practicing'médicine in .Arizona,'
Respovndent shall notify th:ie Executive Diréctor in writing within 10 days of departure or
return or the dateé of nén-?practice within Arizoha. ‘Non-practic‘e is defined as anyberiod
of time exceedin'g'thirty da;ays during which Respondent |s hot engaged in the prabtice of| -
medicine. Periods of tem;gorary or permanent residence or précticé outside Arizona or of
,non-practice within Arizonfa do not apply to the reduction of the probationary period‘.

i .

RIGHT TO APPEAL TO SUPERIOR COURT

_Respondent is herebfy'notiﬂed‘that this Order is the final administrative decision of

the Board and that Respondent has exhausted her administrative remedies. Respondent
!

is advised that an'appeal to superior court in Mariébpé County may be taken4from. this

decision pursuant to title 12?, chabter 7, article 6.

S

[

DATED this . /O

day (;f Qdmo-f" Lj , 2005.

THE ARIZONA MEDICAL BOARD

RULLITPS

SSMEDIC | TIMOTHY C.MILLER, J.
N . . ’) '

::é\,.. ..%%; n X?CU ve |r§C or

5 T: -! ! E
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ORIGINAL of the foregomg filed this
\o*- day of@&&_ 2005 with:

Arizona Medlcal Board ,
9545 East Doubletree Ranch Road
Scottsdale, Arizona 85258 '

Executed copy of the foregoing

mailed by U.S. Certified Mall this .
3 day om 2005, to:

l

Stephen Myers .
Myers & Jenkins, P.C. -

3003 North Central Avenue — Suite 1900

Phoenix, Arizona 85012-2910

' :
Executed copy of the foregoing
mailed by U.S. Mail this

\n. day OM, 2005 to:

Amalla Pineres, M.D. ;
~ Address of Record j




